and Greaves2 reported that two out of 12 patients in a prospective but uncontrolled trial died of cancer within two years after starting azathioprine treatment. They suggested that the risk of disseminated malignancy after suppression of immunosurveillance may be greater in patients with pemphigoid than in others because of the suspicion that the disease may occasionally be secondary to occult or overt malignancy.5 6 Even if there is no causal relation between cancer and pemphigoid, few would dispute that occult malignancy is more likely to be present in elderly patients than in those from younger age groups, and patients with pemphigoid, being elderly, might be particularly at risk from immunosuppressive drugs. Our controlled study, in which patients were carefully followed for three years, showed no evidence of this, and azathioprine produced a significant decrease in steroid requirements with minimal side effects.
A recent uncontrolled study, in which 14 patients with mild pemphigoid were treated with prednisone alone and 15 more severe cases received azathioprine 1-5 mg/kg plus prednisone, showed that even a low dose of azathioprine exerts a steroidsparing effect with minimal toxicity. 7 We conclude that azathioprine plus prednisone is superior to prednisone alone in the treatment of pemphigoid, and future trials should use this combination as the standard for comparison.
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Friedmann We conclude that HDL cholesterol concentrations are abnormally low in patients with maturity-onset diabetes but essentially normal in those with juvenile-onset diabetes. They are not related to diabetic control. Introduction Serum cholesterol may be partitioned into high-and low-density lipoprotein fractions (HDL and LDL cholesterol respectively). Results of previous lipid studies have generally emphasised that serum cholesterol and low-density lipoproteins have a positive relation with coronary heart disease. Recently an inverse relation has been found between serum HDL cholesterol and coronary heart disease,' and a low concentration of serum HDL cholesterol has been suggested as the major lipid risk factor.2 3 In diabetes mellitus low serum HDL cholesterol concentrations have been associated with the increased incidence of coronary heart disease in women.4 It has been claimed that poorly controlled diabetics have significantly lower serum HDL cholesterol concentrations than those with good blood sugar control,5 and that patients receiving sulphonylurea treatment have lower concentrations than those treated with insulin or with dietary measures alone. 6 We have analysed concentrations of serum cholesterol and its HDL fraction in relation to the type of diabetes-that is, juvenile-onset or maturity-onset. We have also studied the glycosylated Hb Alc concentration, which has been regarded as an integrated index of blood sugar control over the previous weeks.7 8 
Subjects and methods
We studied 192 diabetic patients attending the hospital diabetes clinic. Ninety-four (45 male and 49 female) patients had juvenileonset diabetes (age less than 40 years at time of diagnosis and needing insulin treatment) and 98 (61 men and 37 women) had maturity-onset diabetes ( in the male diabetics; 412--1 6 in the male controls; 52 7 ± 1 9 in the female diabetics; and 43-51 1-5 years in the female controls. The mean duration of disease was 17-7 years (range one to 46 years) in patients with juvenile-onset diabetes and 5 3 years (range six months to 27 years) in those with maturity-onset diabetes. Table I compares the patients with juvenile-onset diabetes and the controls according to sex. The ages were comparable, and there was no significant difference in either serum total cholesterol or serum HDL cholesterol concentration,between the female patients and female controls. Both of these cholesterol concentrations were significantly higher in the male diabetics than the male controls. Table II includes only those patients and controls aged over 40 and divides the patients by sex and type of diabetes (juvenile-onset, maturity-onset). Serum total cholesterol concentration was not significantly different within the three groups of female subjects. Serum HDL cholesterol concentration was significantly lower in the female patients with maturity-onset diabetes than in the female controls (P<0 025) and female patients with juvenile-onset diabetes (P<001). Similarly, male patients with maturity-onset diabetes had significantly lower concentrations of HDL cholesterol than either those with juvenile-onset diabetes (P <0-05) or the male controls (P <0001). Serum total cholesterol concentrations in patients with maturity-onset diabetes did not differ significantly from those in patients with juvenile-onset diabetes and controls.
Serum HDL cholesterol was related to the mode of treatment in patients with maturity-onset diabetes. The mean HDL cholesterol concentration was 1-3910-04 mmol/l (53-8±1-5 mg/100 ml) in 62 patients on a restricted-diet and 1-24±0 06 mmol/l (48-0±2-3 mg/ 100 ml) in 36 patients receiving sulphonylureas by mouth (P<0-05). Analysing the sexes separately showed that the concentrations were 1-37±0-05 mmol/l (53-1 1-9 mg/100 ml) in the women in the "diet" group and 146±001 mmol/l (56-5±0-4mg/100ml) in those receiving (table II) . We believe that our most important findings concern these patients with maturity-onset diabetes. Although serum total cholesterol concentrations were similar in the three groups (controls, maturity-onset, juvenile-onset), the mean serum HDL cholesterol concentration was significantly lower in the patients with maturity-onset diabetes than in those with juvenile-onset diabetes and the controls. This is particularly interesting in view of the known association between coronary heart disease and maturity-onset diabetes, which has macroangiopathy rather than microangiopathy as an end complication. Schonfield et al19 similarly found low HDL cholesterol concentrations in normolipaemic diabetic patients, most of whom had maturity-onset diabetes; and Baker et a120 found a higher /-lipoprotein to cx-lipoprotein ratio in diabetics than controls, particularly in those aged over 50. Moreover, though in the Framingham study3 the type of diabetes was not clearly defined, only 20% of the patients were receiving insulin, suggesting a preponderance of those with maturity-onset diabetes. Support for an abnormality of HDL affecting specifically patients with maturity-onset diabetes is not found in the detailed Westminster Hospital study.2' While treated and untreated diabetics had similar cholesterol concentrations to age-matched controls, the diabetics had raised /-lipoprotein and lower x-lipoprotein concentrations; but this finding concerned all age groups within the diabetic population.
In the present study the lowest HDL cholesterol concentrations occurred in male diabetics treated with sulphonylureas. This need not imply a cause-and-effect relation. In retrospective studies associations between vascular disease and sulphonylurea treatment might indicate a gradient within the group with maturity-onset diabetes-that is, that the more severe the diabetes the greater the likelihood of the patient needing sulphonylurea treatment-and these more severely affected patients have an inherently greater liability to vascular disease.22 In the present study, however, we were unable to show such a gradient with regard to HDL cholesterol and insulin concentrations.
We found a negative correlation between HDL cholesterol and fasting serum triglyceride concentrations in 60 patients, who were participating in a study of 4 Enhanced lipolysis and glycolysis result in raised blood glucose, fatty acid, and lactate concentrations and a fall in serum bicarbonate.5 Severe metabolic acidosis, however, has been described only in pregnancy complicated by diabetes. 6 We report a case of decompensated acidosis that occurred during an infusion of ritodrine.
Case report
An 18-year-old woman in the 32nd week of pregnancy was admitted to the department of obstetrics having been in labour for about two hours. The cervix admitted one finger and the membranes were intact. Ritodrine, diluted in 5 % dextrose in water, was infused by a pump at 100 jug/min to delay delivery. Hydrocortisone succinate 1 g four times daily was given intravenously to prevent neonatal lung prematurity. Twelve hours after admission abdominal tenderness unrelated to uterine contractions was noted. Fetal heart rate monitoring showed a permanent tachycardia of 170/min and some late decelerations. The mother also had tachycardia but was otherwise physically normal. Attention was drawn to a serum bicarbonate concentration of 8 mmol(mEq)/l with a 10 mmol/l anion gap. Qualitative test for ketonuria was negative. Blood glucose concentration was 8-8 mmol/l (159 mg/100 ml) and pH 7-25. Ritodrine infusion was slowed to 30. ,Lg/min and sodium bicarbonate (40 mmol/hour) given. Three hours later the serum lactate concentration was 7 mmol/l (63 mg/100 ml) and the anion gap 8 mmol/l. Ritodrine was stopped, and within three hours the lactate and bicarbonate concentrations were 2-7 mmol/l (24-3 mg/100 ml) and 20 mmol/l respectively. Delivery occurred 24 hours after admission; mother and child did well.
Comment
Although we cannot exclude the possibility of mild gestational daibetes in this case, normal fasting and postprandial blood glucose concentrations the day after delivery strongly suggest that the patient had a normal glucose tolerance. We therefore conclude that ritodrine, associated with corticosteroids, induced transient severe acidosis with predominant hyperlactacidaemia.
Blood electrolyte and glucose concentrations should be carefully monitored in non-diabetic patients given ritodrine for premature labour to detect potentially harmful metabolic acidosis. Reversible oliguric renal failure associated with ibuprofen treatment Nephrotoxicity has been associated with non-steroidal anti-inflanmnatory agents such as phenylbutazone, oxyphenbutazone, and aspirin.' It has not been reported after use of ibuprofen, although similar propionic-acid derivatives-namely, fenoprofen and naproxen-have been associated with renal papillary necrosis. 2 We report here a case of reversible oliguric renal failure, which occurred in a patient with osteoarthritis treated with normal doses of ibuprofen.
Case report
A 65-year-old man was admitted to this hospital with acute left-sided weakness. His medical history included atherosclerotic and hypertensive cardiovascular diseases treated with frusemide, spironolactone, and digoxin;
